Objective: The objective of this study was to describe outreach facilitation as an effective method of assisting and supporting primary care practices to improve processes and delivery of care.
A primary care group practice comprising 5 family physicians and multiple allied health personnel was located over 3 sites. It was primarily an urban, English-speaking practice but had patients of various ethnicities. Physicians had a rostered patient load of approximately 1300 each and had access to electronic medical records (EMRs) and Internet resources. The practice had some processes in place for diabetes management and had met its recommended target of measuring 2 glycosylated hemoglobin (HbA1c) levels each for their diabetic patients within a year. However, there remained a group of patients with HbA1c values who were not at target, and the team was unsure about how they could address this difficulty. They wondered how they were performing in other areas and what might need to be changed. What should they do?
Primary care practices face multiple challenges. Patient care is increasingly complex, practice models are changing, and time and money are in short supply. Within this context, making changes to improve patient care can be a daunting task. Often, clinicians have trouble defining what they want to accomplish, are unsure of how to institute changes, or may not know how to evaluate whether the changes have improved the care they deliver to their patients. Therefore, one method that has arisen to help practices make these quality improvements (QIs) is the use of an outreach facilitator (OF). An OF is a health care professional with expertise in organizational change management who can lead and support health care providers down the path of change. Using tools such as chart audits and feedback, OFs help practice physicians recognize challenges and identify goals. Then, by working collaboratively, the OF and the physicians can develop plans to accomplish these goals.
Practices vary considerably in size, organizational culture (eg, paper-based or computer-based practices), and payment models. Therefore, successful facilitation needs to be wide-ranging, multifaceted, and individually tailored to meet the needs of each specific practice. A recent meta-analysis has shown that primary care physicians are almost 3 times more likely to adopt evidence-based guidelines when they are supported by an OF. 1 Currently, there are multiple facilitation programs across Canada and the United States that are engaged in system redesign, improvement of efficiencies, and advanced access (see Table 1 ). The goal of this article is to describe a project in which we employed the use of outreach facilitators among 83 practices and to elucidate the barriers we encountered and the lessons learned.
Methods

Improved Delivery of Cardiovascular Care Through Outreach Facilitation
Our project, the Improved Delivery of Cardiovascular Care (IDOCC) through Outreach Facilitation, is a QI program that aims to improve the care provided to patients who have or are at high risk of developing cardiovascular disease. We recruited a total of 83 practices and employed a step-wedge design over 3 years of working with these practices. Each of our facilitators visited, on average, 12 to 15 practices monthly during the first year (less frequently during the second) to support the changes necessary to improve the practices' overall delivery of guideline-specific, evidence-based care.
Audit and Feedback
Our first step was to use audit and feedback (A&F), a powerful tool that has been shown to have a modest but significant positive effect on quality outcomes (see Table 2 ).
2,3 A&F describes processes and outcomes at a particular moment in time. Points of data from a sample of appropriate patient charts are gathered and compiled from an individual provider or a group of providers. This data also can be compared with the mean of all practices. The information is then presented during a neutral feedback session to allow the practice members to assess their performances. A practice may simultaneously have areas of above-and below-average performance when compared with the mean-an outcome of the audit that may surprise them. Purpose To get a "snapshot" of care processes and/or outcomes at a moment in time and present this picture to a practice.
Step 1 Determine which indicators are wanted; in our case, CVD risk factor indicators. So, we decided to include BP measurements, aspirin recommendations, LDL measurements, ACE inhibitor use, smoking cessation recommendations, and eGFR and ACR levels.
Step 2 Select sample of patients from entire patient roster
Step 3 Review each chart to ensure eligibility and search for documented indicators within the time span. For example, for patients with a diagnosis of hypertension, the audit will reveal if 2 BP measurements were taken and documented within the last 12 months.
Step 4 OF receives data and organizes it for each practice by disease and/or risk factor and presents it to the practice in a neutral, nonjudgemental way. This can show comparison with mean, maximum, and minimum values achieved over a range of practices to give an overview of current processes and outcomes of care.
Step 5 Building on this opportunity, current guidelines of care are discussed, practice goals are explored, and a consensus among team members is reached.
ACE, angiotensin-converting enzyme; ACR, albumin:creatinine ratio; BP, blood pressure; CVD, cardiovascular disease; eGFR, estimated glomerular filtration rate; LDL, low-density lipoprotein; OF, outreach facilitator.
Throughout the feedback and subsequent discussions, the OF can help gain consensus from the various members of the team to allow them to explore their vision of their ideal practice and to help them set goals for change. A&F also can provide target outcome measures and may be used to evaluate changes in processes for effectiveness.
Results
Regarding the case study that opened this article, the A&F revealed some areas that piqued the team's interest. We will use this case study to demonstrate specific examples of practice improvements the OF supported; then we will describe the lessons learned from this study to illustrate varying roles within a practice the OF can play.
Case Study Example
Aspirin Use
Recent changes in guidelines for aspirin use and the availability of this medication over the counter has resulted in inconsistent prescribing patterns and documentation among practice providers. In addition, adherence to guidelines of care for hypertension (as measured by blood pressure [BP] ) and diabetes care (as measured by HbA1c levels) was lower than expected. Consequently, the OF suggested and discussed possible approaches to address these concerns. First, she provided current aspirinuse recommendations for patients with diabetes and cardiovascular disease in general. The team felt that a lack of consistent aspirin notation in the EMR was a barrier to implementing appropriate medication recommendations and that improving this notation would be an easy change to make. The staff discussed and agreed on specific terminology, embedded an alert for aspirin within the EMR, and decided to write prescriptions for aspirin, even if patients would purchase it over the counter, to ensure appropriate use.
Improving Hypertension Control
In the case study, the A&F had revealed that some patients' BPs were not being adequately monitored and controlled. The majority of the physicians felt that they should be able to achieve targets given the resources that they had available. There also was a feeling among the team that patients needed to take more responsibility for their own health and follow-up appointments. Being cognizant of the different views regarding patient responsibility, the OF presented a systematic review to show how recall works to improve BP control. 4 In preparation for a recall system, a registry would need to be established. In the meantime, the practice decided that it would use the team members more effectively, develop a BP protocol, and apply for budgetary funds to purchase a BP Tru machine. In a subsequent meeting, the OF followed up on the topic of a recall system. The pharmacist agreed to lead the work and to set the time frames. Until a registry could be established, the team would run a sample search of patients with hypertension who were not at target. The OF introduced the Plan, Do, Study, Act (PDSA) QI tool. The primary care group implemented changes in processes to identify patients, to monitor BP every visit, and to record every BP in the EMR. Within several months they were able to distinguish those patients who were being managed well from those who were falling between the cracks. Those who were less well-managed were thereafter called back into the office more frequently to get their BP under control.
Revisiting Hypertension and HbA1c Levels
Toward the end of the first year of participation, our original case study practice was visited again by the OF during a scheduled visit. The OF wanted to close the loop on the hypertension management QI and brought up the subject of the registry. It seemed that although the small pilot project had worked to a degree, no further action had been taken to establish a registry and work toward those BP target outcomes in a consistent way. After talking about their original plan, and with encouragement from the OF, the team was willing to try again. In addition, talks revolved around an initial area of interest in improving HbA1c outcomes for those patients who were not well managed. The group had put a lot of effort into improving their processes for diabetes care and developing a recall system, but improving outcomes needed another approach. They decided to set up a diabetes group comprising the diabetes team, clinical, and administrative staff, with the clinical coordinator as the leader. They agreed on a step-wise strategy in which they would rationalize referrals to community diabetes education programs to avoid duplication of services, pilot a self-management program within the practice, and hold a training day to finalize their strategy. The OF put them in touch with another team that was willing to share their experiences with setting up a diabetes self-management program. It was hoped that these actions would help some of those patients reach better HbA1c targets.
Lessons Learned
Practice Culture
Practice culture is important to consider when implementing a QI initiative. Autonomy, collegiality, and technological biases are just some aspects of a culture that influence the style of work and adaptation to or acceptance of change. In one paperbased practice, the OF proposed a system for recalling patients with diabetes or hypertension by using a simple file card registry that would only involve a few phone calls a month. By the next visit, the practice had devised a simple system using a dummy billing code. This busy practice put an effective system in place with few resources. They also needed some educational resources for patients, but space was limited and the staff did not want the facilitator to bring paper resources that were difficult to store. After several discussions, it was agreed that small, wallet-sized cards with only a few references to pertinent web sites would be useful, and the team would provide their patients with these cards. Changes had to be practical and tailored to the practice's requirements and culture.
Evaluating Effectiveness
Another of the many lessons learned was that although a practice may be organized, with established programs to improve chronic disease management processes and support for patients in managing their conditions, issues arise with which an OF can assist. We worked with a primary care group practice, recognized as a care leader, that al- ready had patient educational and monitoring programs and had initiated many projects using the data provided by their disease registries. After the first few meetings, the OF wondered whether she had anything to contribute to the team. It became apparent that it was difficult for them to gauge whether an approach had been effective. The OF collated various QI tools and designed a tailored tool that could help them define their objectives and outcomes, plan their intervention, and then evaluate it. She presented it to the team at the next meeting. The tool is now being used routinely and seems to be focusing the team toward effective evaluation of outcomes (see Figure 1 ).
Reducing Inefficiencies
OFs can work with practices to identify areas of waste, redundancies, and inefficiencies and to examine the full scope of roles using proven methods such as LEAN and Six Sigma. 5 Process analyses can be made with Ishekawa diagrams and process mapping strategies. 6, 7 An effective tool that is widely used is the PDSA cycle (see Table 3 ). Once a practice has decided on process or outcome goals, PDSA cycles are a simple way to implement changes and evaluate results. Small changes in processes can be made and then immediately studied for outcomes within a short time frame. If the changes result in progress toward the goals, then actions can be continued. If not, alterations can be made and the changes evaluated. Changes do not need to be complex. Simple things such as reminders in an EMR or paper chart are often very effective.
Community Resources
Accurate listings and knowledge of community resources is another important component in the delivery of quality care. Community organizations have been funded through municipal, provincial/ state, and federal jurisdictions, but practices often lack an awareness of these local resources. An OF can update and disseminate these resources for maximum use by practitioners and patients alike, resulting in improved health and self-management.
Conclusions
Changes in primary care will continue to occur, as will efforts to improve quality. The IDOCC program has revealed and confirmed some key lessons in change management. Effective outreach facilitation needs to be wide ranging, multifaceted, and tailored to the needs of the individual practice. Delays and uncertainties are commonplace, so A&F and goal setting are important steps in any QI initiative. They clarify baseline positions, and the practice can explore its ideal vision of care delivery and target achievement. There are many QI tools that already exist (see Table 4 ). There is no need to reinvent the wheel, but tailoring a tool to a specific practice culture can improve its efficacy considerably. Enhancing a practice's knowledge of local community resources is a good way to improve referrals, and use of educational programs can increase patient self-management. We have found that some practices are reluctant to introduce any change without evidence that it will improve patient outcomes. For example, though they may accept that waist circumference measurement is predictive of disease, they want to see the evidence that performing these measurements will change their patients' outcomes. They challenge the OFs to find the evidence and rationale for suggested approaches before making investments in time and effort.
Outreach Facilitators and Change
The skills an OF must possess to provide a practice with the opportunities, resources, and encouragement to succeed in its chosen QI goals include knowledge of primary care, change management and QI principles, evidence-based guidelines, and knowledge translation theory. An OF must have strong organizational and communication abilities and be flexible and neutral in their approach. When the skills and knowledge of an OF are aligned with the culture and readiness of a practice, change can occur. An OF can help to gain consensus, to build trust, to set goals, and to revisit issues to close the loop and assess the effectiveness of actions. If the actions taken were not effective, the OF can then engage practices to explore other measures to accomplish their goals. All these factors are key components for change to occur (see Table 5 ). In IDOCC, we have found that improving quality in the delivery of care has not always been easy; however, with the help of an OF, primary care practices can navigate the way as smoothly and as quickly as possible.
